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Introduction 
 
 Throughout the United States, medical institutions are conflicting with the individuals 
that they were created to serve. Due to the current Coronavirus pandemic, the Centers for 
Disease Control and Prevention (CDC) has recommended that all Americans wear masks and 
remain at least 6 feet away from others, in the practice of social distancing, until a vaccine is 
readily available. 1,2 This simple request has been heavily argued among Americans, as political 
partisanship repeatedly pours fuel on the flames. A July 2020 article by Tara McKelvey of BBC 
News describes the reasoning some Americans use against CDC mask guidelines.3 Many argue 
that mask mandates are attacks on their freedom and personal liberty to decide what to do with 
their body. Others cast doubt on the effectiveness of masks, arguing that health experts are lying 
about their ability to stop the spread of coronavirus. However, even if a vaccine were made 
available, to effectively end pandemic restrictions and allow individuals to return to life as 
normal, many Americans would choose not to take it. A PEW Research Center Study from 
September 2020 showed that 49% of Americans would not take the vaccine if it were available 
to them immediately. The same study showed that 77% of the American public believe that a 
vaccine will be used before its safety and effectiveness are fully understood.4 This mistrust of the 
American medical institution is likely exacerbated by current social trends and general anger 
within the pandemic, as economic, racial, and other personal stressors affect the American 
public. However, this is not the first instance of general mistrust of American medical 
institutions. This mistrust is also not entirely unfounded. 
 
1 “How to Select, Wear, and Clean Your Mask.” Centers for Disease Control and Prevention, Centers for Disease 
Control and Prevention, 27 Aug. 2020. 
2 “Social Distancing, Quarantine, and Isolation.” Centers for Disease Control and Prevention, Centers for Disease 
Control and Prevention, 15 July 2020. 
3 McKelvey, Tara. “Coronavirus: Why Are Americans so Angry about Masks?” BBC News, BBC, 20 July 2020. 
4 Tyson, Alec, et al. “U.S. Public Now Divided Over Whether To Get COVID-19 Vaccine.” Pew Research Center 
Science & Society, Pew Research Center, 18 Sept. 2020. 
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The infamous Tuskegee Syphilis Study from 1932 to 1972 featured American medical 
professionals at the Tuskegee Institute in Alabama intentionally running tests on black men 
without informing the patients of their conditions.5 Even after penicillin was discovered to treat 
syphilis in 1947, the study still continued for 25 more years, and the patients involved were not 
given the medication available to cure them. In the early 21st century, there was a rise in the anti-
vaccination movement, as parents in Western countries increasingly refused to vaccinate their 
children following a 1998 scientific article by disgraced physician Andrew Wakefield, who drew 
a false connection between the Measles, Mumps, and Rubella (MMR) vaccine and autism, after 
receiving undisclosed funding from individuals suing vaccine manufacturers.6 As a result, 
diseases that were believed to have been almost entirely eliminated, such as measles, are now 
having a comeback, as outbreaks begin again in some urban areas.  
Another glaring example that weakened public trust in American medical institutions 
occurred as the 2020 Coronavirus Pandemic first began to take hold in the United States. The 
CDC and WHO made many public statements to the American people, in which they argued that 
masks should only be worn by medical professionals and individuals that showed symptoms.7 
However, at the time of these statements, the CDC and WHO had already had access to evidence 
depicting the risks and likeliness of asymptomatic spreaders for weeks, if not months.8 This 
information was withheld to ensure that health care workers were able to get access to medical 
masks, and to prevent potential hoarding of medical masks by the general public. While the 
 
5 “Tuskegee Study - Timeline - CDC - NCHHSTP.” Centers for Disease Control and Prevention, Centers for 
Disease Control and Prevention, 2 Mar. 2020. 
6 Hussain, Azhar, et al. “The Anti-Vaccination Movement: A Regression in Modern Medicine.” Cureus, Cureus, 3 
July 2018. 
7 Goodnough, Abby, and Knvul Sheikh. “C.D.C. Weighs Advising Everyone to Wear a Mask.” The New York 
Times, The New York Times, 31 Mar. 2020. 
8 Rothe, Camilla, et al. “Transmission of 2019-NCoV Infection from an Asymptomatic Contact in Germany.” New 
England Journal of Medicine, vol. 382, no. 10, 30 Jan. 2020, pp. 970–971.  
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decision to mislead the American people appeared to achieve the short-term goal of preserving 
medical masks for healthcare workers, one must wonder whether it was wise to sacrifice the 
credibility of the American disease and health organizations at the beginning of a dangerous 
pandemic. Trust in these organizations was questioned again later in 2020, as major news outlets 
reported that changes were being made to the CDC’s coronavirus testing guidelines based on 
pressure from the Trump administration, giving the impression that coronavirus guidelines were 
being determined by politicians, not infectious disease experts.9 Examples like the Tuskegee 
Syphilis Study, Wakefield’s faulty vaccine study, and a lack of transparency from the CDC and 
WHO during a global pandemic, have surely contributed to the erosion of trust between 
Americans and American medical institutions.  
 Now, some may argue that a general skepticism of medical institutions is a harmless or 
even healthy practice to ensure that political and financial gain are not taking priority over 
human health. However, this lack of trust in general American medical institutions appears to 
have carried over to a lack of trust in the doctors who represent this field, which can be both 
dangerous and harmful. In 2012, eight years before the pandemic, a study by the New England 
Journal of Medicine showed that only 58% of Americans agreed with the statement, “All things 
considered, doctors in your country can be trusted”.10 Of the 29 countries polled, only Chile, 
Bulgaria, Russia, and Poland ranked worse. Meanwhile, countries such as Switzerland, Great 
Britain, and France had over 75% agreement with the statement. Americans appear to 
specifically harbor a distrust of their own medical professionals, when compared to many other 
developed countries. This trend is very concerning. 
 
9 Valencia, Nick, et al. “CDC Was Pressured 'from the Top down' to Change Coronavirus Testing Guidance, Official 
Says.” CNN, Cable News Network, 27 Aug. 2020. 
10 Blendon, Robert J., et al. “Public Trust in Physicians — U.S. Medicine in International Perspective.” New 
England Journal of Medicine, vol. 371, no. 17, 23 Oct. 2014, pp. 1570–1572. 
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 Physicians and other medical professionals undergo extensive training to ensure that they 
are able to diagnose and treat a wide variety of conditions and diseases. In many situations, 
patients are solely dependent on their relationship with medical professionals for reliable 
information on their health. Websites such as WebMD provide some basic information for non-
medical experts, but can be confusing or even misleading, causing patients to potentially self-
diagnose themselves with disorders that a medical professional would quickly rule out. While a 
medical professional must listen to and adjust diagnoses and treatments based on the experiences 
of the patient, it is also vital that the patient generally trusts the word and expertise of their 
medical professional, unless given reason otherwise. This is the basic relationship between 
medical professional and patient, and it is built upon trust. It is the reason that patients take 
medications that they may not entirely understand and agree to undergo expensive or potentially 
dangerous treatments or procedures.  
 As of 2012, this trust relationship between the average American and the average 
physician had already begun to erode, and the misleading and politically affected responses of 
many medical organizations, such as the CDC and WHO to the 2020 Coronavirus Pandemic 
appear not to have helped. Particularly concerning, regarding this trust relationship between 
patients and their medical professionals, was a claim by President Donald Trump at a rally in 
October of 2020, where he, without evidence, claimed that doctors were inflating the number of 
Covid-19 deaths for their own financial benefit.11 Due to the President’s large following and the 
serious nature of his accusations, these claims may be particularly detrimental to the already 
weak trust relationship between medical professionals and their patients in the United States.  
 
11 Lee, Bruce Y. “Trump Claims Doctors Are Overcounting Covid-19 Deaths to Make More Money; Physician 
Groups Say Otherwise.” Forbes, Forbes Magazine, 27 Oct. 2020. 
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 Despite this apparent distrust from the American public, the individuals who enter into 
the medical field largely do so to help people. A 2017 article from the University of Michigan 
asked 21 doctors to describe why they entered the field.12 Answers largely focused on helping 
others, making an immediate impact on patients’ lives, and a love for learning about the human 
body, disease, and disorders. To maintain a smooth and successful physician-patient relationship, 
trust, not distrust, must remain the default.  
 The trust relationship between medical professionals and patients will be investigated, 
utilizing a 2-part survey. The first part will be a quantitative study where both groups will be 
provided situations, and options for how they believe a medical professional would act in the 
situation. Each of the options will be assigned a point value dependent on how much the action 
would adhere to veracity and truthfulness on behalf of the physician. This section will also 
include statements that respondents rank their agreement with. The second part will consolidate 
qualitative data to illustrate rationale for responses and beliefs on medical professionals with 
regards to veracity. This study is not meant to solve any issues, but instead to provide more 
information and illuminate changes. 
 Throughout this study, the importance of the physician-patient trust relationship will be 
illustrated, attention will be drawn to its deterioration in the United States, and potential sources 
of this distrust will be provided. Ideally, an understanding of these sources of distrust can lead to 





12 “'Why I Became a Doctor': Michigan Medicine Physicians Share Their Stories.” University of Michigan Health 
Lab, University of Michigan, 30 Mar. 2017, 
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Ethical Background 
What is veracity? 
Veracity has a complex position in bioethics. Background knowledge on bioethics is 
necessary to understand veracity and will be addressed through this section. Bioethics is the 
study of what is morally just or unjust when it comes to research or medical care. Throughout 
this section, bioethics will be used synonymously with medical ethics and biomedical ethics. The 
concept and complexity of veracity will be illustrated throughout this section, but the working 
definition that will be used is provided by Sissela Bok in Lying: Moral Choice in Public and 
Private Life. Bok describes veracity as, “an expression of this initial imbalance in our weighing 
of truthfulness and lying” (30).13 To clarify, Bok does not necessarily associate veracity with 
truth-telling in every situation.  Rather, Bok asserts that veracity is the base preference for truth-
telling over lying in any moral situation. Bok’s description of veracity elevates truth telling over 
lying temporarily but allows for hypothetical situations where lying is arguably the more ethical 
option. 
  
The Physician-Patient Trust Relationship 
Veracity is essential within the medical field as it is vital to fostering a trust relationship 
between physician and patient. Patients may be seen as vulnerable within a medical context. The 
perception of vulnerability may be attributed to a certain medical condition. However, in many 
cases, this vulnerability is due to a significantly lesser amount of medically related knowledge 
and/or comfortability and the power differential between patient and physician. The American 
 
13 Bok, Sissela. Lying: Moral Choice in Public and Private Life. Vintage, 1999.  
   
                                                                      9 
Medical Association (AMA) currently describes this issue on their website in Code of Medical 
Ethics Opinion 1.1.1: Patient Physician Relationships: 
“The relationship between a patient and a physician is based on trust, which gives 
rise to physicians’ ethical responsibility to place patients’ welfare above the 
physician’s own self-interest or obligations to others, to use sound medical 
judgment on patients’ behalf, and to advocate for their patients’ welfare.”14 
In this passage, the AMA distinctly emphasizes the paramount importance of establishing and 
maintaining a successful trust relationship between physicians and patients. Due to the inherent 
power imbalance between a physician and their patient, it is necessary for a physician to 
maintain trust and consistently prioritize the patient-physician relationship. To further clarify, the 
assumed conditions of the physician-patient trust relationship includes that both the physician 
and patient are adults, mentally stable, and in a position that is not exceedingly dramatic or time 
sensitive. Although there is ample reason to analyze many variations of these situations, it would 
be unnecessarily complicated to attempt to analyze different variations of this situation at the 
same time as the initial analysis. 
  
Historical medical veracity 
An initial view of veracity may appear to be an intuitive goal for medical professionals. A 
focus on clear communication and honesty between a physician and patient, at first glance, 
appears to be an easy priority. However, western medical institutions have surprisingly few 
historical rules or guidelines on veracity and honesty with patients. Ahmed Bait Amer of Sultan 
Qaboos University wrote extensively on the history of veracity in medicine in “The Ethics of 
 
14 “Patient-Physician Relationships.” American Medical Association, www.ama-assn.org/delivering-
care/ethics/patient-physician-relationships.  
   
                                                                      10 
Veracity and Its Importance in the Medical Ethics” in 2019.15 Amer draws attention to veracity’s 
notable absence in significant medical documents such as the Hippocratic Oath and the 
Declaration of Geneva of the World Medical Association. Amer similarly points out the 
complicated relationship between the Principles of Medical Ethics by the American Medical 
Association (AMA) and veracity, as the AMA first mentioned veracity in 1980 and has since 
utilized soft language, leaving it ambiguous whether medical professionals must be honest with 
their patients or, even, one another. The current Principles of Medical Ethics by the AMA writes, 
“A physician shall uphold the standards of professionalism, be honest in all professional 
interactions, and strive to report physicians deficient in character or competence, or engaging in 
fraud or deception, to appropriate entities.”16 This language may appear ambiguous, as it does 
not clarify what, or to whom, a medical professional is actually responsible to be honest. 
However, it is far bolder than what many other historical medical associations have been willing 
to state. 
Amer asserts that western medicine has not prioritized veracity because of western 
medicine’s largely paternalistic historical roots. One straightforward example of the 
prioritization of paternalism over veracity can be found in the first edition of the Code of 
Medical Ethics of the American Medical Association in 1847. The Code of Medical Ethics of the 
AMA (1847) states, 
“The life of a sick person can be shortened not only by the acts, but also by the 
words or the manner of a physician. It is, therefore, a sacred duty to guard himself 
 
15 Amer, Ahmed Bait. “The Ethics of Veracity and It Is Importance in the Medical Ethics.” Open Journal of 
Nursing, vol. 09, no. 02, 2019, pp. 194–198. 
 
16 “AMA Principles of Medical Ethics.” American Medical Association, American Medical Association. 
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carefully in this respect, and to avoid all things which have a tendency to 
discourage the patient and depress his spirits” (94).17 
In this passage, the American Medical Association did far more than authorize its members to 
mislead their patients. The AMA was specifically directing its members that it was their moral 
and ethical responsibility to mislead their patients regarding their health, whenever they believed 
that an honest assessment could discourage the patient. It is noteworthy that this recommendation 
does appear to be sincere in nature and truly intended to benefit the patient. This is an example of 
what prominent ethicists Tom Beauchamp and James Childress describe as “benevolent 
deception” in, The Principles of Biomedical Ethics (1979).18 This stance stems from the belief 
that bad news is inherently harmful to the patient. Therefore, informing the patient of the gravity 
of a negative health situation may well lead to increased sickness or a hastened demise. 
Benevolent deception will be described in greater detail later, but it is no longer recommended in 
modern practice, except in more extreme situations. In this, and many other ways, modern 
bioethics is drastically different from the bioethics of the mid-nineteenth century. 
 
Beauchamp and Childress 
Most modern bioethics is examined through the framework provided by Tom Beauchamp 
and James Childress, in their book, Principles of Biomedical Ethics (1979).19 Updated editions 
have been released in subsequent decades, but the general system for evaluating a bioethical 
situation remains the same. Beauchamp and Childress argue that there are four main principles of 
 
17 Original Code of Medical Ethics. American Medical Association, 1847. 
18 Beauchamp, Tom L., and James F. Childress. Principles of Biomedical Ethics, Oxford University Press, 
Incorporated, 1979. ProQuest Ebook Central. 
19 B Beauchamp, Tom L., and James F. Childress. Principles of Biomedical Ethics, Oxford University Press, 
Incorporated, 1979. ProQuest Ebook Central. 
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biomedical ethics and that a bioethical situation should be evaluated through each of the four 
perspectives in order to determine its ethical status. The four principles are respect for autonomy, 
non-maleficence, beneficence, and justice. 
Beauchamp and Childress describe autonomy as follows, “Personal autonomy is, at a 
minimum, self-rule that is free from both controlling interference by others and from limitations, 
such as inadequate understanding, that prevents meaningful choice” (58). In effect, respect for 
autonomy is the principle that allows a patient to maintain control over their own medical 
decisions.  This is the principle that connects most clearly with medical veracity, as a patient will 
not be able to make informed medical decisions if their medical professional is dishonest with 
them or fails to inform them of all of their medical details. This paper will focus on the principle 
of respect for autonomy, due to its close connection with veracity, however, out of due diligence, 
a short, simplified description of the other principles is also included. Non-maleficence, in 
bioethics, is the principle concerned with not harming patients or other individuals (113). Non-
maleficence is closely tied with the principle of beneficence, which is concerned with benefitting 
or helping others (165). The final principle, justice, is concerned with fairness and equity in the 
distribution of medical care (226). 
Beauchamp and Childress, like many others, were distinctly interested in the concept of 
veracity in the medical field and included an entire sub-section of their chapter on Professional-
Patient Relationships to the subject (283-293). They describe the concept as follows, “Veracity 
in the health care setting refers to comprehensive, accurate, and objective transmission of 
information, as well as to the way the professional fosters the patient’s or subject’s 
understanding” (284). This description points out the importance of transparency between a 
medical professional and their patient, but also goes a step further in assigning moral 
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responsibility to a medical professional to foster the patient’s understanding. The likely 
motivation for this inclusion is the significant and potentially hazardous gap between a 
physician’s medical knowledge and a patient’s medical knowledge. Recognizing a physician’s 
medical knowledge as potentially hazardous, although odd, is necessary in the discussion of the 
physician-patient relationship. A significant knowledge gap puts the patient and their medical 
professional at a higher risk for miscommunication regarding the patient’s medical care. All 
miscommunications have risks, but a miscommunication regarding a cancer diagnosis or another 
serious condition and proposed treatments are far more concerning than an ordinary 
miscommunication in day-to-day life.   
  
Modern/ Soft benevolent deception in medicine 
         Although medical ethics have evolved significantly in the past fifty years, there is still 
notable ambiguity regarding what a physician is morally responsible to disclose to a patient, and 
how they ought to disclose the information. The historical paternalistic stance on veracity, as 
described earlier, involved the direct decision to withhold information from patients. In 
paternalistic medicine, the doctor makes the decisions with little to no input from the patient. 
Under modern policies in the United States, most notably the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA), all American citizens have the right to “see and receive 
copies upon request of the information in their medical and other health records maintained by 
their health care providers and health plans”.20 While this policy guarantees patients access to 
their medical records, it does not guarantee understanding. Many medical records may be 
difficult, if not impossible, to completely understand for the average patient. For this reason, it 
 
20 Division, HHS Health Information Privacy. “Individuals' Right under HIPAA to Access Their Health 
Information.” HHS.gov, US Department of Health and Human Services, 31 Jan. 2020. 
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still often falls to the physician to accurately disclose any relevant or pressing medical 
information. This is one area where benevolent deception appears in modern medicine.  
An illustrative example might be seen in a conversation between a physician and a patient 
that is being diagnosed with a life-threatening illness. The average patient, upon receiving the 
diagnosis, likely will not ask about the specific results of different procedures. The average 
patient will likely instead ask some of the following questions. How serious is it? Can you treat 
it? What are my chances of overcoming this? How long do I have? What will my quality of life 
be like? These are questions that provoke ambiguous answers and may allow a physician to 
frame a medical situation as less concerning than the actual prognosis demands. This is a form of 
benevolent deception that many refer to as soft benevolent deception. Soft benevolent deception 
involves subtle manipulation of the patient in a manner that the physician believes will benefit 
the patient, without directly lying or withholding medical results. 
Physicians that utilize soft benevolent deception generally believe that, should their 
patient be aware of the severity of their medical situation, their overall health would worsen. In 
the context of Beauchamp and Childress’s principles, the physician rationalizes that the 
maleficence provided by knowledge of the true medical situation would outweigh the importance 
of the patient’s autonomy in their medical decision making. In some examples of soft benevolent 
deception, some might argue that soft benevolent deception may actually provide optimism, and 
that the physician is fulfilling their duty of maintaining hope in their patient.  However, there are 
multiple problematic aspects of this decision-making process. First, the medical professional is 
assuming that the patient will experience further harm from the knowledge of their true medical 
prognosis than they would without it. In assessing this concept, there were not any readily 
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available studies that establish better health outcomes for patients who are not fully informed of 
their medical condition.  
At this point, this narrative of a patient’s physical health being significantly harmed by 
challenging news is unsubstantiated. Second, even if the patient were to be harmed by more 
complete knowledge of their medical condition, the medical professional likely is unaware of 
whether the patient would prefer to know and understand that information. There are many 
potential situations where a patient may choose to hear emotionally challenging information. 
One particular example was provided by Beauchamp and Childress in their discussion of 
veracity in Principles of Biomedical Ethics (1979).21 
The authors share the story of an oncologist that was treating a young mother for 
aggressive adenocarcinoma. The woman wished to write a few stories for her young children to 
remember her by. She asked her oncologist about her prognosis and how much time he believed 
she had left. The surprised oncologist reassured her on her course of treatment and attempted to 
instill hope in his patient, as he believed was his responsibility. However, the oncologist 
privately held concerns about her prognosis. The young mother died a couple weeks later, 
without ever writing her stories for her children, and the oncologist recalls this event as one of 
his greatest personal and professional regrets. 
This example particularly stresses the risks involved in soft benevolent deception. When 
analyzed through Beauchamp and Childress’s model, the oncologist clearly is attempting to 
maximize beneficence, by instilling hope, and minimize maleficence, by withholding 
emotionally difficult information. However, the definition of autonomy provided earlier states: 
“Personal autonomy is, at a minimum, self-rule that is free from both controlling interference by 
 
21 Beauchamp, Tom L., and James F. Childress. Principles of Biomedical Ethics, Oxford University Press, 
Incorporated, 1979. ProQuest Ebook Central. 
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others and from limitations, such as inadequate understanding, that prevents meaningful choice” 
(58).22 This is one situation where the patient’s ability to make meaningful choices on her 
own personal future is significantly harmed by her medical professional’s withheld medical 
opinion.  One could argue that the oncologist was not entirely confident of his diagnosis, 
however the oncologist freely admitted to having concerns that were not shared with his patient. 
This situation represents a severe breach of the patient’s personal autonomy, for a slight, possibly 
insignificant benefit regarding beneficence and non-maleficence. This example is far more 
straightforward than many others, but it is hardly unimaginable. Many individuals may choose to 
adjust their behavior based on their medical situation. Perhaps a patient, when provided with 
more complete information, would choose to create something, like the young mother’s stories, 
or simply spend more time with loved ones. However, with the limited autonomy provided to 
patients, the patient may not be able to make their own informed decisions.    
 
 
Cultural Arguments on Medical Veracity 
 Despite many arguments for the moral value of veracity in medicine, there are some who 
do not accept the idea that veracity is a vital moral aspect of treatment. One such group are moral 
relativists. Chris Gowans, for the Stanford Encyclopedia of Philosophy, describes the most 
widespread understanding of moral relativism as stating, “…that the truth or justification of 
moral judgement is not absolute, but relative to the moral standard of some person or groups or 
persons”.23 In other words, moral relativism argues against any consistent moral laws, such as 
veracity, autonomy, or non-maleficence. Moral relativists instead posit that differing experiences 
 
22 Beauchamp, Tom L., and James F. Childress. Principles of Biomedical Ethics, Oxford University Press, 
Incorporated, 1979. ProQuest Ebook Central. 
23 Gowans, Chris. “Moral Relativism.” Stanford Encyclopedia of Philosophy, Stanford University, 20 Apr. 2015. 
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and cultural understanding create differing moral belief systems, without one system necessarily 
holding superiority over another. 
         One author described this trend within the medical field across varying cultures. In a 
2003 edition of the Lancet, Joal Hill discussed how beliefs on medical veracity, and the 
obligation a medical professional has to be honest with their patient, may also be affected by 
different cultural or regional beliefs. 
According to Hill’s article “Veracity in Medicine”, “The western legal theory of 
informed consent has had worldwide ramifications, but interpretation and application in clinical 
care are profoundly affected by cultural influences” (1944).24 Informed consent, in the medical 
context, is the process by which a physician gains permission from their patient to begin a certain 
treatment or procedure.25 Informed consent differs from ordinary consent, as the medical 
professional is responsible for ensuring that their patient fully understands what they are 
agreeing to. This expected clear transmission of medical information from the physician to the 
patient draws an evident connection to medical veracity.  Although this may appear obvious to 
some readers, Hill draws attention to the different potential interpretations of this policy within 
different cultures. Hill went on to describe how controversial disclosing a cancer diagnosis in 
Japan was at the time, despite the legal requirements or policies.26 This controversy exemplifies 
how modern medical ethics may conflict with deeply ingrained cultural beliefs on how 
individuals should be treated in these difficult and stressful situations. This is also relevant to the 
United States, as the United States is often referred to as a cultural melting pot and differing 
global cultural beliefs can play out significantly within the United States itself. 
 
24 Hill, Joal. “Veracity in Medicine.” The Lancet, vol. 362, no. 9399, 2003, p. 1944. 
25 “Informed Consent.” American Medical Association. 
26 Hill, Joal. “Veracity in Medicine.” The Lancet, vol. 362, no. 9399, 2003, p. 1944. 
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For example, in the United States, there are some that argue that paternalism or autonomy 
in medicine are cultural preferences, rather than strictly an ethical issue. Autonomy in medicine 
is often directly contrasted with medical paternalism, as autonomy places medical decisions in 
the patient’s hands, while paternalism largely reserves medical decisions for the physician. As 
was previously articulated, veracity has been shown to be a vital component of patient autonomy 
and benevolent deception is largely believed to have stemmed from historical paternalism in the 
medical field. 
Gregory A. Thompson and Leeann H. Whiffen, of Brigham Young University, discussed 
this stance in, “Can Physicians Demonstrate High Quality Care Using Paternalistic Practices? A 
Case Study of Paternalism in Latino Physician-Patient Interactions” (2018).27 Thompson and 
Whiffen argued that patient autonomy is overemphasized in the United States medical field and 
that Latinx patients may be negatively affected by the American emphasis on personal 
autonomy. Thompson and Whiffen tracked the interactions between a paternalistic medical 
professional and their Latinx patients, and a non-paternalistic medical professional and their 
Latinx patients. They found that many of the Latinx patients within their study were very happy 
with the behavior of their paternalistic physician. In particular, Thompson and Whiffen argued 
that paternalistic behavior on behalf of a physician, towards Latinx patients, might be interpreted 
positively as “familial intimacy, insistence, and care”.28 The authors provide multiple examples 
of their study’s paternalistic medical professional potentially taking away the autonomy of his 
patients, often by telling his patients what to do instead of providing options. While Thompson 
 
27 Thompson, Gregory A., and Leeann H. Whiffen. “Can Physicians Demonstrate High Quality Care Using 
Paternalistic Practices? A Case Study of Paternalism in Latino Physician–Patient Interactions.” Qualitative Health 
Research, vol. 28, no. 12, 2018, pp. 1910–1922. 
28 Thompson, Gregory A., and Leeann H. Whiffen. “Can Physicians Demonstrate High Quality Care Using 
Paternalistic Practices? A Case Study of Paternalism in Latino Physician–Patient Interactions.” Qualitative Health 
Research, vol. 28, no. 12, 2018, pp. 1915 
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and Whiffen’s claim is challenging the fundamental bioethical pillar of autonomy, it also 
provides an interesting take on different cultural understandings of veracity and the physician 
patient trust relationship. 
Although veracity has been shown to be necessary for a patient to be capable of making 
autonomous decisions, this is not the only manner in which veracity in medicine can be shown to 
be a moral and worthy goal. In fact, Sir Geoffrey James Warnock, acclaimed philosopher and 
former vice-Chancellor of Oxford University, was among those that proposed veracity as its own 
ethical pillar.29 Thompson and Whiffen’s description of their paternalistic physician’s 
interactions appeared deeply personal, occasionally to the extent of intrusive. They describe the 
following examples of their paternalistic physician’s interactions, “’You have to stop doing 
that…’, ‘Don’t drink… you must not drink’, ‘Do not eat too much…’ ‘Do not listen to the 
(wrestling) coach.’”30 Each of these examples are evidently paternalistic, however, one can 
plainly see how such direct language on behalf of the physician might be interpreted as 
trustworthy advice by the patient. Also, Thompson and Whiffen’s claim that paternalism may be 
interpreted as “familial intimacy, insistence, and care”31 appears to indirectly claim that such 
behavior might strengthen the physician-patient trust relationship for families within relevant 
demographics.  Separate from the debate on the place of paternalism in modern medicine, it is 
noteworthy that some connections can be drawn between arguments on modern paternalistic 
medicine, veracity, and a strong physician-patient trust relationship.  
 
 
29 Warnock, Geoffrey James. The Object of Morality. Methuen, 1971. pp. 85. 
30 Thompson, Gregory A., and Leeann H. Whiffen. “Can Physicians Demonstrate High Quality Care Using 
Paternalistic Practices? A Case Study of Paternalism in Latino Physician–Patient Interactions.” Qualitative Health 
Research, vol. 28, no. 12, 2018, pp. 1914 
31 Thompson, Gregory A., and Leeann H. Whiffen. “Can Physicians Demonstrate High Quality Care Using 
Paternalistic Practices? A Case Study of Paternalism in Latino Physician–Patient Interactions.” Qualitative Health 
Research, vol. 28, no. 12, 2018, pp. 1915 
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The Shared Decision-Making Model 
 There is a modern model of medicine that has been growing in popularity and aims to 
maximize transparency and provide the patient with more autonomy over their own medical 
decisions. This model is called the Shared Decision-Making Model. According to a 2010 article 
published in the BMJ, the journal published by the British Medical Association, “Shared 
decision making is an approach where clinicians and patients make decisions together using the 
best available evidence.”32 This approach is intended to allow patients greater control over their 
own medical care, while facilitating conversation, and would arguably strengthen a trust 
relationship between patient and physician. 
         One of many strong proponents of the Shared Decision-Making Model is Glen Elwyn, 
MD., Ph.D., M.Sc., a professor at the Dartmouth Institute for Health Policy and Clinical 
Practices. Elwyn and a large group of respected minds within the medical field proposed a 
simple and easily memoizable plan for physicians to carry out the Shared Decision-Making 
Model in 2012. Elwyn et al.’s plan involves choice talk, option talk, and decision talk between 
the physician and the patient.33 Each step within Elwyn et al.’s publication also involves further 
articulation of the process and details, however what follows is a general description of the three 
steps. The first step is choice talk. Choice talk involves an initial description of all of the possible 
choices that a patient has available to them. The next step is option talk. Option talk may involve 
multiple communications between patient and physician, and it is intended to provide the patient 
with as much information as possible about the medical options provided, including both 
 
32 Elwyn, G., et al. “Implementing Shared Decision Making in the NHS.” BMJ, vol. 341, no. oct14 2, 2010, pp. 
c5146–c5146., doi:10.1136/bmj.c5146.  
33 Elwyn, Glyn, et al. “Shared Decision Making: A Model for Clinical Practice.” Journal of General Internal 
Medicine, vol. 27, no. 10, 23 May 2012, pp. 1361–1367., doi:10.1007/s11606-012-2077-6.  
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potential risks and benefits. Finally, is decision talk, which ideally ends with the patient making 
an informed decision that they can take ownership of and ideally be satisfied with. This process 
prioritizes extensive communication between the patient and physician throughout this process. 
At a minimum, the physician and patient would be engaging in meaningful conversation three 
times before the patient ultimately makes their decision.  
 While the Shared Decision-Making Model has grown far more popular within the past 
decade, it still does have many skeptics, many of whom are concerned about the relatively large 
amount of time such a process would take. Depending on the situation of the physician, there 
might be strict policies regarding the amount of time that can be spent with a patient, and such a 
model may struggle to fit into existing healthcare systems. Hopefully, the preceding section has 
provided sufficient bioethical and historical context on veracity and the physician-patient trust 




To analyze the relationship between patients and medical professionals (MP’s), both 
MP’s and non-MP’s were surveyed. Patient respondents must have met with a medical 
professional in a professional, healthcare treatment capacity within a year of taking the survey, to 
ensure that they had recent and relevant experience. To help eliminate bias, patients may not 
have worked in a hospital or medical facility. Patient respondents were solicited through 
Mechanical Turk.  
MPs were classified as individuals who were either currently or formerly employed 
within the medical institution at the time of the study, in a position that directly communicated 
with patients. This includes but is not limited to allosteric and osteopathic physicians and 
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surgeons, physician assistants (PA’s), and nurse practitioners (NP’s). Despite the clear and 
obvious importance of registered nurses (RN’s), they are not included as MP’s because of 
concern that the public opinion of RN’s may vary significantly enough from public opinion of 
other MP’s to dilute or sway results. The study excludes MP’s that do not interact with patients, 
as the study is solely focusing on potential differences in perspective between individuals who 
receive medical attention and individuals who provide medical attention. MP respondents were 
solicited via email.  
The survey was created as a two-part survey, meant to retrieve both quantitative and 
qualitative data on the physician-patient trust relationship. The first part of the survey was an 
Online Opinion/ Attitude Survey. This section featured 4 brief, hypothetical scenarios that MP’s 
might find themselves in while dealing with patients. After reading each scenario, respondents 
were provided with 4 possible responses that an MP could have to that scenario. The responses 
are ranked from 1-4 according to the relative veracity of the MP’s response in that situation. MP 
respondents were reminded to select how they believe the average MP would respond in the 
situation, not as they would personally respond. Also within the quantitative section was five 
Likert style statements that respondents would rank their agreement or disagreement with from 0 
to 5, with 0 being complete disagreement and 5 being complete agreement. Data was collected 
through google forms and analyzed with the statistical analysis application, JASP. The second 
part of the survey had open ended questions on medical veracity and the state of the trust 
relationship between medical professionals and patients, to allow respondents to provide more 
refined or specific stances that they may have been unable to express during the quantitative part 
of the study.  These responses were reviewed for key words and repeated ideas, to attempt to find 
some potentially widespread beliefs.  
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Results 
In this project, 422 non-MPs were surveyed. As many MPs were surveyed as possible, 
but insufficient MP surveys were returned to report the results or test for statistical significance. 
More information about each group is provided in their individuals sections below. 
 
Non-MP Survey 
Demographic information was only collected for the non-MP section, to protect the 
anonymity of MPs in our study. Table 1 shows the breakdown of the non-MP respondents by 
sex, Table 2 shows the breakdown of the non-MP respondents by race, and Table 3 shows the 
breakdown of the non-MP respondents by age. 
Table 1. Non-MP responses to the question, “What is your sex?” 
  Female Male Other Prefer not to respond Total 
Number of Respondents 166 255 0 1 422 
Percent of Respondents 39.3% 60.4% 0.0% 0.2% 100.0% 
  
Table 2. Non-MP responses to the question, “How would you describe yourself?” 

















8 90 25 5 281 13 422 
Percent of 
Respondents 
1.9% 21.3% 5.9% 1.2% 66.6% 3.1% 100.0% 
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Table 3. Non-MP responses to the question, “What is your age?” 









54 190 99 50 20 9 0 422 
Percent of 
Respondents 
12.8% 45.0% 23.5% 11.9% 4.7% 2.1% 0.0% 100.0% 
  
Respondents were accepted first come, first serve without any restrictions regarding sex, race, or 
age. As a result, “65 or older” for age, “Prefer not to respond” for both sex and race, and 
“American Indian or Alaskan Native” and “Native Hawaiian or Pacific Islander” for race did not 
yield enough respondents to test for statistical significance. 
 
Part 1a 
This first part of the survey involved scenarios and responses. Each scenario was 
intentionally chosen to depict a situation where a medical professional could choose a variety of 
options that would adhere to the principle of veracity in differing amounts. The original story 
behind each scenario was found in the 2019 National Bioethics Bowl Case Packet34. Also, each 
scenario was chosen or edited to emphasize a different potential factor that might influence a 
medical professional’s decision to behave with veracity. No situation is perfect, and responses 
could be affected by many other beliefs besides the ones stated below. However, these situations 
were designed to identify some sources of distrust or potentially lead to further, more complex 
investigation. 
 
34 Bartlett, Virginia, et al. 2019 National Bioethics Bowl Case Packet. National Bioethics Bowl, 2019.  
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The first scenario had a medical professional torn between veracity with a patient and the 
established medical hierarchy at his or her institution. Scenario two had a medical professional 
balancing veracity and financial pressure. The third scenario had a medical professional with 
fundamentally different beliefs from those of the patient’s decision-makers. The fourth scenario 
involved a medical professional deciding between veracity with a patient and respecting the 
wishes of a colleague in the medical field. All scenarios and potential responses are posted in 
Appendix A. The responses were ranked from 1 to 4, with 1 being the situation with the medical 
professional displaying the most veracity, and 4 being the situation with the professional 
displaying the least veracity. Within the appendix, the responses are listed from most veracity to 
least veracity (with A correlating to 1 and D correlating to 4). The ranking process was similar 
for each scenario, so only the ranking process for scenario 1 will be explained. 
         Scenario 1 (as seen in Appendix A) described a young medical professional who had 
seen a more powerful medical professional make a careless mistake during surgery, although 
there was not a negative health outcome as a result. The young medical professional could either 
A) share the information with the patient and family and document it in the chart, B) solely share 
the information with the patient and family, C) solely document the information in the chart, or 
D) stay quiet. While it should be pretty clear which scenario involves more veracity on behalf of 
the medical professional, some differences were decided based on minor details. For example, B 
has more veracity than C, because a patient may not look closely at his or her chart and is more 
likely to receive and understand the necessary information when told directly by a medical 
professional. However, A involves more veracity than B because, if the patient and family are 
told, it is also important that they can access and have physical records of the event that 
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occurred. The remaining three scenarios were decided using similar criteria, keeping in mind, 
however, that veracity is the only criterion for evaluating these situations. 
 
Scenario 1 
The non-MP responses to Scenario 1 are described below (Table 4). Scenario 1 was 
created to measure how non-MPs believe MPs may be affected by hierarchy within a medical 
institution and examine concerns about how a decision to challenge hierarchy might hurt their 
personal careers. 
Table 4. Non-MP responses to scenario 1 
Response 1 2 3 4 Total 
Number 74 31 143 174 422 
Percent 17.5% 7.3% 33.9% 41.2% 100.0% 
  
A large percentage of the respondents appeared concerned that medical hierarchy and 
concerns for an MP’s personal career might affect an MP’s adherence to veracity. The most 
chosen option was the one that least adhered to veracity and three quarters of respondents chose 
either 3 or 4, the lower veracity choices. It appears that many non-MPs are concerned that 
medical professionals will prioritize their personal career trajectories over veracity. 
 
Scenario 2 
The non-MP responses to scenario 2 are described below in Table 5. Scenario 2 was 
created to indicate how non-MPs felt MPs may be affected by financial stressors and pressure 
from financially invested, non-MPs within the field. 
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Table 5. Non-MP responses to scenario 2 
Response 1 2 3 4 Total 
Number 96 118 108 100 422 
Percent 22.7% 28.0% 25.6% 23.7% 100.0% 
  
There was no clear consensus regarding how medical professionals would react to 
financial stressors and pressure from non-MPs within the field. A slightly higher percentage 
chose the two less extreme options in the middle (2 or 3) but respondents were almost equally 
distributed among each option. 
  
Scenario 3 
The non-MP responses to scenario 3 are described below in Table 6. Scenario 3 was 
created to indicate how non-MPs felt MPs may be affected by working with patients with whom 
they disagreed.   
Table 6. Non-MP responses to scenario 3 
Response 1 2 3 4 Total 
Number 223 47 68 84 422 
Percent 52.8% 11.1% 16.1% 19.9% 100% 
  
In this situation, there appeared to be, on average, a greater faith in MP’s ability to 
behave with veracity. Over half of all respondents believed that medical professionals would 
choose the option that allowed for the most veracity, despite potential disagreement with the 
patient and his or her family regarding values. 
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Scenario 4 
The non-MP responses to scenario 4 are described below in Table 7. Scenario 4 was 
created to indicate how non-MPs felt MPs may be affected by any feelings of obligation or 
camaraderie towards their coworkers. 
Table 7. Non-MP responses to scenario 4 
Response 1 2 3 4 Total 
Number 114 112 147 49 422 
Percent 27.0% 26.5% 34.8% 11.6% 100.0% 
  
In this situation, there did not appear to be an obviously shared opinion among the 
respondents. Option 3 was a somewhat more popular choice, with around a third of respondents, 
and 4 was the least popular choice, with only around 12% of respondents choosing it. Options 1 
and 2 each had a substantial number of respondents. There does not appear to be a strong belief 
regarding how the relationship among coworker MPs might affect veracity. 
 
Part 1b 
The second part of the survey included five statements for which respondents ranked 
their agreement or disagreement on a Likert scale from 0 to 5, with 0 being complete 
disagreement and 5 being complete agreement (see Figures 1-5 and Tables 8-12). All statistical 
analysis was completed through the JASP application. Tables 8a-12a include descriptive 
statistics for the responses for each statement. For each potential combination of statements and 
demographics, a contingency table with a chi squared test of statistical significance and a table 
with descriptive statistics (including median, mean, mode, and standard deviation) are shown in 
Appendices B-P. The level of agreement (with means and standard deviations) for the different 
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demographics are graphed for every chi squared test that resulted in a p-value below 0.10 
(Figures 1b-3b, 5b). 
  
Non-MP Statement 1: Medical professionals do their best to behave with veracity. 
 
 
Figure 1: The ranked agreement or disagreement with Non-MP Statement 1 is listed on the x-
axis and the number of respondents that chose each option is on the y-axis. 0 is complete 
disagreement and 5 is complete agreement. 
  
Table 8. Respondents level of agreement with Non-MP Statement 1 
Response 0 1 2 3 4 5 
Number 1 7 19 122 208 65 
Percent 0.2% 1.7% 4.5% 28.9% 49.3% 15.4% 
 
Table 8a. Descriptive statistics for responses to Non-MP Statement 1 
Mean Median Mode Standard Deviation 
3.7 4.0 4.0 0.9 
 
The Non-MP respondents clearly believe that medical professionals, as individuals, make real 
efforts to uphold the principle of veracity in a professional setting. Over 90% of respondents 
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listed a 3 or higher, which represents some level of agreement with the statement. When 
responses were examined by race, the chi squared test (seen in Appendix C) resulted in a p value 
of 0.031, showing a statistically significant relationship between level of agreement with Non-
MP Statement 1 and race. The mean response for each race, with standard deviation as error 
bars, and the overall mean response (listed as Average) are shown below (Fig 1b). The chi 
squared tests for agreement with Non-MP Statement 1 when examined by sex or age did not 
result in a statistically significant relationship. 
 
 
Figure 1b: The mean agreement with Non-MP Statement 1 is graphed for each race and the 
collective mean (listed as average). The error bars represent standard deviation. Sample sizes for 
the groups American Indian or Alaskan Native, Native Hawaiian or Pacific Islander, and Prefer 
not to respond are below n=20 and should be treated with caution.   
  
Although race was shown to be statistically related to response, the large error bars make 
one hesitant to draw conclusions from this data. Of the groups that had n >20, Asian Americans 
appeared to have a lower average agreement with the statement than Black or African Americans 
or White Americans. It would be interesting to see whether the trends regarding American Indian 
or Alaskan Native, or Native Hawaiian or Pacific Islander hold with a larger sample size. 
  
 
   
                                                                      31 




Figure 2: The ranked agreement or disagreement with Non-MP Statement 2 is listed on the x-
axis and the number of respondents that chose each option is on the y-axis. 0 is complete 
disagreement and 5 is complete agreement. 
  
Table 9. Respondents ranked agreement or disagreement with Non-MP Statement 2 
Response 0 1 2 3 4 5 
Number 45 93 103 84 74 23 
Percent 10.7% 22.0% 24.4% 19.9% 17.5% 5.5% 
  
Table 9a. Descriptive statistics on the responses to Non-MP Statement 2 
Mean Median Mode Standard Deviation 
2.3 2.0 2.0 1.4 
 
  
There was considerable disagreement on the potentially altruistic nature of medical 
professionals that are dishonest. A slightly larger percentage of Non-MP respondents answered 
from 0-2 than 3-5, and the responses appear somewhat normally distributed around 2. Despite 
the strong agreement with Non-MP Statement 1 that medical professionals attempt to behave 
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with veracity, there does not appear to be that same level of trust in those that have already been 
established to be dishonest. As the chi squared test (seen in Appendix F) revealed a p value of 
0.012 when examining responses by race, there was a statistically significant relationship 
between level of agreement with Non-MP Statement 2 and race. The mean response for each 
race, with standard deviation as error bars, and the overall mean response (listed as Average) are 
shown below (Fig 2b). The chi squared tests for agreement with Non-MP Statement 2 when 
examined by sex or age did not result in a statistically significant relationship. 
 
Figure 2b: The mean agreement with Non-MP Statement 2 is graphed for each race and the 
collective mean (listed as average). The error bars represent standard deviation. Sample sizes for 
the groups American Indian or Alaskan Native, Native Hawaiian or Pacific Islander, and Prefer 
not to respond are below n=20 and should be treated with caution.   
  
Although race was shown to be statistically related to response, the large error bars make 
one hesitant to draw conclusions from this data. Of the groups that had n >20, Asian Americans 
appeared to have a higher average agreement with the statement than Black or African 
Americans or White Americans. It would be interesting to see whether the trends regarding 
American Indian or Alaskan Native, or Native Hawaiian or Pacific Islander hold with a larger 
sample size. 
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Figure 3: The ranked agreement or disagreement with Non-MP Statement 3 is listed on the x-
axis and the number of respondents that chose each option is on the y-axis. 0 is complete 
disagreement and 5 is complete agreement. 
  
  
Table 10. Respondents ranked agreement or disagreement with Non-MP Statement 3 
Response 0 1 2 3 4 5 
Number 12 38 60 112 124 76 
Percent 2.8% 9.0% 14.2% 26.5% 29.4% 18% 
  
Table 10a. Descriptive statistics on the responses to Non-MP Statement 3 
Mean Median Mode Standard Deviation 
3.2 3.0 4.0 1.3 
 
A much higher percentage of respondents believed that dishonest MPs do so for their 
personal gain than otherwise. Non-MPs seem more willing to believe that dishonest MPs do so 
for their own personal gain (as in Non-MP Statement 3) than for the betterment of their patients 
(Non-MP Statement 2). The chi squared test (seen in Appendix I) resulted in a p value of 0.082 
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when examining the relationship of responses to race; therefore, there is a somewhat statistically 
significant relationship between agreement with Non-MP Statement 3 and race. The mean 
response for each race, with standard deviation as error bars, and the overall mean response 
(listed as Average) are shown below (Fig 3b). The chi squared tests for agreement with Non-MP 
Statement 2 when examined by sex or age did not result in a statistically significant relationship. 
 
 
Figure 3b: The mean agreement with Non-MP Statement 3 is graphed for each race and the 
collective mean (listed as average). The error bars represent standard deviation. Sample sizes for 
the groups American Indian or Alaskan Native, Native Hawaiian or Pacific Islander, and Prefer 
not to respond are below n=20 and should be treated with caution.   
  
In this situation, the p value is below .1, so we see some relationship, but p values are 
preferably below .05 to be judged statistically significant. Of the groups that had n > 20, Black or 
African Americans appeared to have a lower average agreement with the statement than Asian 
Americans or White Americans. It would be interesting to see whether the trends regarding 
American Indian or Alaskan Native, or Native Hawaiian or Pacific Islander hold with a larger 
sample size, as they are respectively the highest or lowest average responses recorded.   
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Non-MP Statement 4: If medical professionals are dishonest, it is likely caused by pressure 
from non-medical professionals within the medical institution. 
 
 
Figure 4: The ranked agreement or disagreement with Non-MP Statement 4 is listed on the x-
axis and the number of respondents that chose each option is on the y-axis. 0 is complete 
disagreement and 5 is complete agreement. 
  
Table 11. Respondents ranked agreement or disagreement with Non-MP Statement 4 
Response 0 1 2 3 4 5 
Number 12 49 77 111 119 54 
Percent 2.8% 11.6% 18.2% 26.3% 28.2% 12.8% 
  
Table 11a. Descriptive statistics on the responses to Non-MP Statement 4 
Mean Median Mode Standard Deviation 
3.0 3.0 4.0 1.3 
  
A higher percentage of respondents believed that dishonest MPs are affected by non-MPs 
within the medical institution than believed otherwise. The chi squared tests examining the 
relationship between Non-MP Statement 4 and sex, ethnicity, or age did not result in a 
statistically significant p-value. 
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Non- MP Statement 5: There is a lack of trust between medical professionals and their patients 
in the United States today. 
 
 
Figure 5: The ranked agreement or disagreement with Non-MP Statement 5 is listed on the x-
axis and the number of respondents that chose each option is on the y-axis. 0 is complete 
disagreement and 5 is complete agreement. 
  
Table 12: Respondents ranked agreement or disagreement with Non-MP Statement 5 
Response 0 1 2 3 4 5 
Number 18 44 85 144 98 33 
Percent 4.3% 10.4% 20.1% 34.1% 23.2% 7.8% 
  
Table 12a. Descriptive statistics on the responses to Non-MP Statement 5 
Mean Median Mode Standard Deviation 
2.9 3.0 3.0 1.2 
  
A somewhat higher percentage of respondents believe that there is currently a lack of 
trust between MPs and their patients than believed otherwise. As the chi squared test (seen in 
Appendix O) revealed a p value of 0.032 when comparing responses to race, there is seen to be a 
somewhat statistically significant correlation between agreement with Non-MP Statement 5 and 
race. The mean response for each race, with standard deviation as error bars, and the overall 
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mean response (listed as Average) are shown below (Fig 5b). The chi squared tests for 
agreement with Non-MP Statement 2 when examined by sex or age did not result in a 
statistically significant relationship. 
 
 
Figure 5b: The mean agreement with Non-MP Statement 5 is graphed for each race and the 
collective mean (listed as average). The error bars represent standard deviation. Sample sizes for 
the groups American Indian or Alaskan Native, Native Hawaiian or Pacific Islander, and Prefer 
not to respond are below n=20 and should be read with caution. 
  
Although race was shown to be statistically related to response, the large error bars make 
one hesitant to draw conclusions from this data. Of the groups that had n >20, there did not 
appear to be many differences, despite the statistical difference seen in the p value. It would be 
interesting to see whether the trends regarding American Indian or Alaskan Native, or Native 





The qualitative section asked two questions for non-MPs to answer. Responses were read 
individually and categorized by repeated themes or answers to the questions. Answers listed 
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under “unclear” did not clearly answer the question, examples being “stethoscope” or “medical 
should be free”. 
Non-MP Question 1: Is there any context in which you would feel comfortable with a medical 
professional withholding information about your medical care? 
  
Table 13. The breakdown of responses to Non-MP Question 1 
  Yes Maybe No Unclear Total 
Number 100 3 294 25 422 
Percent 23.7% 0.7% 69.7% 5.9% 100.0% 
  
For those that answered yes, the context in which each respondent would be comfortable 
with a medical professional withholding information was categorized (Table 13a). An 
Unspecified Yes was simply a yes with no further details or explanation. Patient Betterment 
describes a situation where a medical professional withholds information out of concern that the 
patient may experience harm from knowledge, as was historically seen as benevolent deception. 
Mental Incapacitation indicates that the patient is unable to understand or receive the information 
at that time. Unimportant Information describes medical information that is not relevant to any 
particular treatment or medical decisions. Imminent Death describes situations where the patient 
will die in a short period of time, regardless of knowledge of the medical situation. Privacy 
regards situations where an MP would choose not to share intimate medical knowledge in front 
of individuals the patient is not comfortable with. Crisis involves situations where there is not 
time to discuss medical options, like the treatment for a stroke or heart attack. MP is Unsure 
regards situations where the MP is not confident of their interpretation of the medical issues at 
hand. Familiarity describes situations where a patient trusts their particular MP enough to not be 
bothered by withheld information. Patient Choice regards situations where the patient may 
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choose not to hear medical information, and Placebo Trial is for patients currently in a study that 
involves a placebo. 
Table 13a. The categorized context for which Non-MPs who answered yes to Non-MP Question 












Number 31 24 11 11 6 4 
Percent 31.0% 24.0% 11.0% 11.0% 6.0% 4.0% 
              







Number 4 3 3 2 1 100 
Percent 4.0% 3.0% 3.0% 2.0% 1.0% 100.0% 
  
It is notable that such a large percentage of respondents (almost 70%) would never be 
comfortable having medical information withheld by a medical professional. Also, of the 23.7% 
who claimed they would be comfortable having medical information withheld, a substantial 
group listed extraordinary circumstances. If the question were asked again, but with a caveat that 
the medical information was relevant, that there was ample and appropriate time for the medical 
professional to share the information, and that the patient were able to comprehend the 
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Non-MP Question 2: What influences, if any, do you believe have eroded public trust in the 
American healthcare system? 
  
Table 14. The breakdown of responses to Non-MP Question 2 
  Provided one or more influences None Unclear Total 
Number 306 64 52 422 
Percent 72.5% 15.2% 12.3% 100% 
 
For those that provided one or more influences, the influences indicated were categorized 
(Table 14a). The percentages do not add up to 100% because some respondents listed more than 
one category. Table 14a gives an indication of which percentage of the respondents that provided 
one or more influence placed blame on that category of responses. Greed/ Money indicates the 
respondent blamed greed on behalf of the medical professional or institution. Medical Institution 
indicates that the respondent blames some part of the medical institution that is not the actual 
medical professionals. This includes but is not limited to hospital administration, medical 
malpractice cases, insurance companies, and influence from the pharmaceutical industry. MP 
Behavior indicates that the respondent mentioned either real or imagined examples of medical 
professionals violating the trust of their patients. Media describes any blame that was placed on 
news outlets, social media, or any other form of media. Government/ Politics describes any 
blame that was placed upon the government, for interfering with the medical institution, or any 
political parties, groups, or individuals. Specific historical events include descriptions of 
previous or current large medical events, such as the opioid epidemic or Covid-19. 
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Table 14a. The categorized areas of blame for the Non-MPs who provided one or more 
influences in response to Non-MP Question 2. Responses occasionally fit into multiple 
categories. 
Response Greed/ Money Medical Institution MP Behavior 
Number 168 141 91 
Percent 54.9% 46.1% 29.7% 
        
Response Media Government/ Politics Specific Historical Events 
Number 37 31 25 
Percent 12.1% 10.1% 8.2% 
  
It is notable that, of those that provided one or more area of blame in response to Non-
MP Question 2, a substantial percentage blamed greed or financial influences. The number of 
respondents who blamed greed almost doubles the number of respondents who blame MP 
Behavior. It is also interesting that such a relatively low percentage blamed either the media, 
government or politics for harming the medical trust relationship, as medicine has become far 
more politicized during the Covid-19 pandemic. 
 
MP Survey 
         The intent of sending out a survey with identical scenarios and responses to both MPs 
and Non-MPs was to identify whether MPs would actually behave in the way that Non-MPs 
believed they would when it comes to medical veracity. It would also be interesting to see 
whether medical professionals had a relatively consistent response to each question, as they all 
have the shared experience of medical training and medical work experience. As medical 
professionals are typically very busy and difficult to reach, attempts were made to contact 
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medical professionals that either work at DePauw University or have some connection with the 
researchers. Some medical professionals that were known to work in collaboration with other 
medical professionals were asked to forward the survey on to their peers. Unfortunately, too few 
responses were obtained to report and guarantee the confidentiality of the respondents. One 
potentially causative factor may have been the pandemic, and the extra responsibility and stress 
put on medical professionals to handle other responsibilities. Another may have been timing and 
personal inexperience, as this project had to work with and gain clearance from many 
organizations and groups, often delaying the process significantly. Despite the delays, as a senior 
thesis, the due date could not be extended to acquire all the desired data. More time or further 
awareness of who to contact and when to expedite the research process could have potentially 
yielded further MP respondents. 
         The MP survey included the same scenarios and responses as the Non-MP survey 
(Appendix A). However, the MP survey also included its own section 1b with Likert Scale 
statements and section 2 with open ended questions (Appendix Q). Despite the lack of 
reportable data, some general impressions of MP responses will be provided. However, bear in 
mind that these impressions are purely speculative and would need more research to substantiate. 
         Some general impressions from the MP respondents are as follows: Regarding the 
scenarios and responses section (Appendix A), multiple different responses were chosen for 
every single scenario. This indicates that, despite the shared experience of medical training and 
work experience, MPs appear to disagree on how the average MP behaves or would behave. No 
further impressions can be drawn from this section. 
         Regarding the MP Likert scale statements (Appendix Q), medical professionals 
generally seemed to feel that their medical education and medical experience had impacted their 
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responses and prepared them to handle veracity related issues. It is also possible that medical 
professionals may agree less than non-medical professionals that there is a lack of trust between 
medical professionals and their patients in the United States today. However, these statements 
are speculative at this point, again, due to the small sample size. 
         Regarding the qualitative responses (Appendix Q), medical professional respondents 
seemed to greatly value veracity and honesty with patients. Regarding influences that MPs 
believe eroded public trust in the American healthcare system, MPs appeared to point to many of 
the same concerns that Non-MPs pointed out, including concerns with aspects of the medical 
institution, political actors, and media. However, to reiterate, these impressions are not 
substantiated and would require further research. 
         It is notable, though, that even without a statistically significant sample size of MPs, the 
responses provoke interesting impressions and ideas. This study should be pursued with further 
investigation in the future, as the potential to impact the American medical system on a large 
scale is immense. In a future study, recommendations would be to have the survey sent through a 
professional organization or medical school, to increase the number of respondents. Another 
alternative would be to interview a smaller group of medical professionals to explore beliefs in a 
focus group. This investigation may yield important information to inform medical professionals 
and the field as a whole. 
 
Discussion 
         Due to the unexpected shortage of Medical Professional (MP) respondents, statistical 
comparison between MP and Non-MP responses for the scenario section (Appendix A) was 
impossible. However, there were intriguing results within the Non-MP section, as well as some 
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interesting possibilities within the MP responses. Although there is not adequate MP data for 
statistical analysis, the responses evoked some interesting perspectives. 
 
Scenarios: Section 1a 
Non-MP 
For the Non-MP responses to the scenarios, it was noteworthy that over 40% of 
respondents believed that a young medical professional would refuse to mention a serious and 
important fact about a patient’s personal health to protect his or her own career trajectory. 
Scenario 1 describes Dr. Jones as a surgeon who is outwardly careless, to the extent of being 
dangerous to his patients. Over 40% of respondents did not believe a medical professional would 
make any effort to transfer this information to a patient, even when provided non-confrontational 
options such as recording the information in the chart or speaking privately to the patient or 
family. The second highest choice was to solely document the mistake in the chart, which 
constituted around 34% of respondents. Notably, these were the two options that did not involve 
any face-to-face communication between patient and physician. The fact that only around 25% 
of respondents believed that medical professionals would personally communicate this important 
mistake to the patient, whether in front of Dr. Jones or not, is revealing regarding the level of 
candor and communication patients expect from their medical professionals. Each scenario was 
edited to ensure that medical professionals would have to choose between veracity and another 
factor. Scenario 1 had a medical professional choose between veracity and the potential negative 
effects of defying the power structure at their current hospital. Based on the responses, Non-MPs 
seem concerned about the possibility that MPs will prioritize their career trajectories and existing 
power structures over openness and honesty with their patients. 
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         Scenario 2 was created to estimate how Non-MPs felt financial influences and interested 
Non-MPs within the medical institution might affect MP’s adherence to veracity. Remarkably, 
Non-MPs appeared not to have any consistent opinion with regard to this situation. All four 
response options received almost exactly a quarter of the votes (plus or minus approximately 
3%). Non-MPs, as a group, appear unsure how financial influences and interested Non-MPs 
within the medical institution might affect an MPs veracity with their patient. 
         Scenario 3 describes a situation where an MP is undergoing a personal disagreement with 
the patient’s healthcare representatives on the correct course of treatment. The MP intends to 
contact the ethics board but must decide how much information to transfer to the healthcare 
representatives about the ethics board and when to share this information. In this scenario, as in 
the others, there was some disagreement among respondents. However, over half of the 
respondents felt that an MP would inform them of the ethics board’s involvement before the 
ethics board was contacted, and that the MP would also provide the healthcare representatives 
with relevant information about the ethics board. These results are in contrast to those from 
Scenario 1, as Scenario 1 had MPs working against the medical establishment, while Scenario 3 
had MPs working within the already established medical system. This may indicate that some 
amount of distrust in MPs stems not from untrustworthy MPs, but from concerns about whether 
MPs would work against the established medical system for the welfare of their patients. 
         Scenario 4 describes a situation where an MP must choose between obligations to their 
patients and professional courtesy to another MP. Non-MP respondents found option 4, that an 
MP would simply allow a co-worker to handle the situation without any oversight, largely 
unlikely although 11.6% of respondents indicated that option 4 would be the most likely choice. 
However, the remaining options all seemed somewhat viable to respondents, as somewhere 
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between 26.5% and 34.8% chose each of the three remaining responses. Like Scenario 2, it 
appears that there is not a consensus among Non-MP respondents with regards to how MPs 
would be affected by professional courtesy. 
         Ultimately, the results from the Scenarios appeared to indicate that Non-MPs are unsure 
how some factors will affect MP veracity but may be more concerned about whether medical 
professionals are willing to behave with veracity when it goes against current medical systems 
and hierarchy.   
 
MP 
Due to the low number of MP responses, most information from this part of the survey 
came from results for Non-MPs. However, one notable takeaway from the small number of MP 
respondents is that there was disagreement. This implies that, despite the shared experiences of 
being a medical professional, there perhaps is not one consistent view with regards to how 
medical professionals act among medical professionals. 
  
Likert Scale Statements: Section 1b 
Non-MP 
         Regarding the Likert scale questions, several results were deemed conclusive. Non-MP 
statement 1 declared: Medical professionals do their best to behave with veracity. There was 
overwhelming agreement with this statement, as over 90% of respondents listed a 3 or higher, 
which correlates to some level of agreement with the statement (Table 7). This aligns with the 
theory previously stated that Non-MP distrust in MPs largely results from concerns about 
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whether medical professionals will work against the medical establishment for their patients, as 
opposed to MPs being inherently distrustful. 
The chi-squared test for responses to Non-MP Statement 1 and race resulted in a p-value 
of .031, indicating a statistically significant relationship between race and response. However, 
Figure 1b was limited in displaying the differences, as the standard deviations were quite large 
and every group except Asian Americans, Black and African Americans, and White Americans 
did not have large enough sample sizes from which to draw conclusions. Further investigation 
with larger sample sizes for non-white respondents may result in more concrete details. It would 
be fascinating to see how the trends hold or change with a larger sample size, or to potentially 
investigate the source of the racial difference in opinion for Non-MP Statement 1.   
Non-MP Statements 2 through 4 provided potential reasons that medical professionals 
might be perceived as dishonest. Although there was variability, the majority of respondents 
disagreed with Non-MP Statement 2, that lying medical professionals do so for their patient’s 
benefit. Meanwhile, there was far greater agreement with Non-MP Statements 3 and 4. Non-MP 
Statement 3 held that lying medical professionals do so for their personal gain, and Non-MP 
Statement 4 held that lying medical professionals do so due to pressure from non-medical 
professionals within the medical institution. It is notable that, despite the high faith in Non-MP 
Statement 1, that medical professionals do their best to behave with veracity, trust appears to 
dissipate incredibly quickly when Non-MPs know that an MP is being dishonest. Once Non-MPs 
are aware that a medical professional is being dishonest with them, they are very likely to 
distrust the medical institution (as in statement 4) and/or the individual medical professional (as 
in statement 3). Non-MP Statements 2 and 3 both had a statistically significant relationship 
between race and response, as was described for Statement 1. However, as with Non-MP 
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Statement 1, many of the racial groups surveyed would need a larger sample size to provide 
greater confidence in the results. Nevertheless, one notable difference is seen with race and level 
of agreement with Non-MP Statement 2. The mean response to Non-MP Statement 2 for Asian 
Americans was almost 3, while the mean response for the other groups with a large enough 
sample size to analyze was closer to 2. This difference is notable and appears to imply that Asian 
Americans are, on average, more likely to believe that a MP not telling the truth is doing so for 
good reason. More research is necessary to determine the source of this difference.  
Non-MP Statement 5 simply stated: There is a lack of trust between medical 
professionals and their patients in the United States today. Almost two thirds of Non-MP 
respondents agreed with that statement to some extent. Interestingly, neither gender nor age was 
shown to have a statistically significant relationship with response. Despite potential differences 
in socialization or background for individuals of different ages groups or genders, no significant 
differences were found with regards to the veracity related statements.   
         The largest takeaways from the Non-MP Likert Statements are as follows: Largely, Non-
MPs believe that medical professionals do their best to behave with veracity. However, when 
medical professionals do not behave with veracity, it is believed to be for the MP’s personal self-
gain and due to influence from non-MPs within the medical industry far more than for the better 
interest of the patients. Non-MPs generally do believe that there is a trust issue between medical 
professionals and their patients. 
  
MP 
The MP Likert scale statements were distinct from the Non-MP Likert scale statements. 
Due to the limited respondents, no statistical claims were able to be made. However, from the 
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data that was collected, MPs appeared confident that their medical education and experience had 
both impacted their responses and adequately prepared them to handle issues that related to 
veracity. This potential trend is thought-provoking when paired with the fact that MP 
respondents chose different answers to the scenarios from one another. MPs differed on how 
they believed the average MP would respond in each situation. If all MPs have similar medical 
training, and this training is believed by MP respondents to greatly influence their responses, one 
would expect relative consistency among responses. However, a greater sample size may provide 
more confidence in the results, as it is possible that some MPs simply have a greater trust in their 
peers than others.  
Although the sample size did not permit analysis of MP responses, it is worth noting that 
the MP responses to MP Statement #5 (which was the same as Non-MP Statement #5) were quite 
different from Non-MP responses. Despite the limited MP responses, MPs appeared to largely 
disagree with the idea that there is a trust issue between medical professionals and patients. 
Further research would be needed to corroborate this claim, however, it is notable that non-MPs 
appear to believe there is a lack of trust between MPs and their patients, while MPs do not. 
         Overall, these results indicate that MPs may feel that their medical education and 
experience have adequately prepared them for veracity related issues. MPs also appear to 
disagree with Non-MPs that there is a lack of trust between medical professionals and their 
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Qualitative Responses: Part 2 
Non-MP 
Non-MP responses to Question 1 showed a strong desire on behalf of the Non-MP 
respondents to receive the truth about their medical situation. Of the respondents who claimed to 
accept a medical professional withholding medical information, which was less than 25% of 
respondents, many seemed to state temporary situations. For example, some respondents 
described acceptable circumstances as mental incapacitation, patient privacy, immediate crisis, 
or a medical professional who is unsure about the diagnosis. While these are all valid options, in 
each of these situations a medical professional would be able to provide the relevant information 
to either the patient, a family member, or a health care representative within a reasonable time 
frame. The strong majority of Non-MPs appear to value veracity from MPs. 
          In responses to Non-MP Question 2, it was evident that greed and certain aspects of the 
medical institution were seen to be highly contributing factors influencing trust between medical 
professionals and their patients. Greed and the financial aspects of medicine appeared to be a 
large concern among respondents, as many respondents repeatedly voiced their concern over 
being financially taken advantage of by the medical institution or their representatives. Many 
respondents expressed potential problems regarding unexpected medical bills, what they felt to 
be unreasonable prices for treatment, and the belief that medical professionals may choose to run 
unnecessary tests to increase the amount that patients have to pay. It appears that, among the 
Non-MP respondents, a substantial group were concerned about a potential lack of transparency 
with regard to the financial aspects of medicine in the United States. Many Non-MP respondents 
accused American medicine of being “profit driven.” Also, many Non-MP respondents 
   
                                                                      51 
specifically describe concerns with the potentially hidden impact of pharmaceutical companies, 
insurance companies and hospital bureaucracy on patient treatment. 
         These views potentially stem from the consistently high prices of healthcare in the United 
States as compared to other countries. According to Roosa Tikkanen and Melinda K. Abrams of 
the Commonwealth Fund, “In 2018, the U.S spent 16.9 percent of gross domestic product (GDP) 
on healthcare, nearly twice as much as the average (Organization for Economic Co-Operation 
and Development) country.”35 The Organization for Economic Co-Operation and Development 
(OECD) was described as only containing “high income” countries, so the average cost is not 
greatly affected by countries that cannot afford expensive healthcare systems. However, 
Tikkanen and Abrams go on to claim that the United States does not have superior health 
outcomes to those other countries, and that the cost of healthcare in the United States is 
increasing at a far greater rate than other OECD countries, and that a larger amount of the cost 
comes out-of-pocket or from private spending. In other words, Americans are paying more 
money, and increasingly more money, for more or less the same health outcomes as other 
comparable countries, and likely obtaining what appears to be the same treatment that they had 
received previously. These cost increases for patients may be a potential source of suspicion on 
behalf of the Non-MPs toward MPs. 
  
MPs 
         The MP qualitative responses, although small in number, appeared to indicate that MPs 
greatly value veracity and consider veracity to be important during patient treatment. The 
respondents, when asked what influences they believed eroded public trust in the American 
 
35 Tikkanen, Roosa, and Melinda K Abrams. “U.S. Health Care from a Global Perspective, 2019: Higher Spending, 
Worse Outcomes?” U.S. Health Care from a Global Perspective, 2019 , Commonwealth Fund, 30 Jan. 2020. 
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healthcare system, gave similar responses to their Non-MP counterparts. They mentioned the 
role of finances, insurance companies, media, and politicization of medicine. Should these 
identified trends remain the same even with larger sample sizes, MPs may generally point to the 
same trust eroding influences that Non-MPs identify. However, as is seen by the response to MP 
Likert Statement #5, MPs may not expect these influences to impact their individual trust 
relationship with patients.   
 
Conclusion 
         Veracity and the trust relationship between physicians and patients are vital to 
maintaining a positive healthcare experience. This survey uncovered some general trends that 
should continue to be investigated. Non-MPs are likely to believe that there is a lack of trust 
between MPs and patients in the US today, as was shown in Non-MP Likert Statement 5. The 
survey indicated a leading reason for this lack of trust stems from the role of finances and other 
industries within medicine, such as insurance and pharmaceutical companies. This reason first 
appeared in the scenarios section, as Non-MPs were far more likely to predict dishonesty from an 
MP when the MP was working against existing power structures and systems in the medical 
field. This reason appeared again in the qualitative responses as the Non-MPs that chose to 
provide an influence that is eroding public trust in the American healthcare system focused on 
greed and other medical institutions, such as insurance companies, pharmaceutical companies, 
and the malpractice system, far more than any other topic. 
         Another finding was that Non-MPs still believe that MPs generally do their best to 
behave with veracity. However, when MPs do not behave with veracity, it is far more likely to be 
perceived by Non-MPs as for personal gain, or due to institutional pressure, than for the patient’s 
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best interest. This indicates that the former theory of benevolent deception is not the current 
believed motivation for untruthful MP’s.  
          There was not a large enough sample size of MPs for statistical analysis. However, there 
were possible trends that emerged reflecting potential beliefs. First, MPs may agree with Non-
MPs on many of the same influences that are harming trust in the American healthcare system 
but have a different perception on the implication of these influences. Even if the MP and Non-
MP groups agree on this subject, it is possible that MPs might not agree that these influences 
have caused a lack of trust between medical professionals and their patients today. It is possible 
and should be explored that MPs have confidence their medical education and experience has 
prepared them to handle veracity related issues that arise within the medical field.  
If the trends noted above for the MP section prove statistically significant with a larger 
sample size, it could indicate a serious miscommunication between MPs and the general 
population. It is possible, though unproven, that many MPs feel that their personal medical 
experience and medical knowledge is sufficient to deal with veracity related issues and maintain 
a successful trust relationship. MPs may see the general topics that are harming trust in the 
medical institution, but not feel that a distrust in the medical institution will affect the trust 
between individual MPs and patients. However, the average Non-MP respondent was 
statistically shown to believe in a lack of trust between MPs and patients, potentially indicating 
that MPs believe that patients trust them more than they actually do. This distrust may not even 
be fueled by the MPs individual behavior, as opposed to concerns about the other institutions or 
financially invested groups at play. 
 Attentiveness to cultural context should be prioritized with regard to the physician-patient 
relationship. This study did not find a correlation between age group or sex and response to the 
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Non-MP Likert-style statements. There was shown to be a correlation with statistical 
significance between race and responses rates, but due to small sample sizes of subgroups few 
conclusions were able to be drawn. 
         This project dove into a complicated and largely unexplored subject, unearthing many 
potential future projects or directions to explore. The most prominent and potentially impactful 
finding is that the current structure of the American healthcare system may be undermining 
individual physician-patient trust relationships without American medical professionals 
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A young surgeon is hired by a large hospital and assigned to learn under the hospital’s world-
famous surgeon, Dr. Jones. Dr. Jones brings in lots of business for the hospital and has 
significant say in who is hired or fired. While in surgery together, Dr. Jones brags to the young 
surgeon about how quickly he can operate and proceeds to nick an artery while rushing through 
the procedure. The artery is repaired quickly, and the rest of the procedure occurs according to 
plan, however, Dr. Jones fails to mention the mistake or the cause of the mistake to the patient or 
their family. 
  
How do you believe the average young surgeon would respond in the situation? 
  
  
The young surgeon would… 
  
A) Mention the mistake in front of the patient, family, and Dr. Jones, and document 
it in the chart. 
  
B) Quietly mention the mistake to the patient and their family, away from Dr. Jones,  
without documenting the mistake in the chart. 
  
C) Document the mistake in the chart without mentioning it to the patient or family. 
  





A private equity firm recently purchased Dr. Nguyen’s dermatology practice. Since the new 
ownership, multiple changes have been put into place. Patients are being charged increasing 
sums for the same treatment and the equity firm has provided a list of accepted clinics for 
dermatologists to refer their patients to, although such lists are prohibited by law. Dr. Nguyen 
realizes that the accepted referral clinics are not the best clinics for her patients but are owned by 
the same private equity firm. However, Dr. Nguyen knows that her job security and yearly 
bonuses would be put into jeopardy if she goes against the ownership. 
  
How do you believe that the average doctor would respond in Dr. Nguyen’s position? 
  
The average doctor would… 
  
A) Inform patients of the new ownership, increased prices, and limited referrals, 
despite the harm it could do to the business and their personal financial stability. 
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B) Refer patients to clinics on the recommended referral list, while informing their 
patients that they might not be sent to the best clinic available and why.  
  
C) Continue referring patients to the best possible clinic, without telling the patients 
that they are violating the recommended referral list or the reasoning for doing so. 
  
D) Refer patients to clinics on the recommended referral list, without telling them 





Mr. Dominguez is currently on life support in the ICU and has been diagnosed with an incurable 
prion disease. The physician, Dr. Tso, would like the family to consider end of life care, 
however, Mr. Dominguez’s family is deeply religious and believes that Mr. Dominguez must 
continue to receive treatment, in case a miracle occurs. Dr. Tso speaks to some co-workers for 
advice on how to handle the situation. His coworkers suggest that he should hand over the case 
to the hospital ethics board, so they can make the decision. 
  
How do you believe the average physician would behave in Dr. Tso’s position? 
  
The average doctor would… 
  
A) Inform the patient’s family of his decision to contact the hospital ethics board and 
describe how the hospital ethics board functions. 
  
B) Inform the patient’s family of his decision to contact the hospital ethics board 
without describing how the hospital ethics board functions. 
  
C) Contact the hospital ethics board, while waiting to inform the family about the 
ethics board’s involvement and function until a decision has been made. 
  
D) Contact the hospital ethics board, while waiting to inform the family about the 





Mr. Johnson is an elderly man being seen at an outpatient clinic for memory issues. Dr. Dasgupta 
determines that Mr. Johnson likely has Alzheimer’s disease. However, before Dr. Dasgupta can 
speak to Mr. Johnson, a co-worker, Dr. Johnson asks to talk in private. Dr. Johnson is one of Mr. 
Johnson’s children, and she does not want her father to be told about his condition. She instead 
asks that she and her siblings be allowed to care for him and inform him of his condition on their 
own time. 
  
How do you believe the average doctor would respond in Dr. Dasgupta’s position? 
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The average doctor would… 
  
A) Ensure that Mr. Johnson was aware of his diagnosis before he left the clinic, 
despite his daughter’s wishes. The doctor would contact every available sibling to ensure 
that they all were aware of the situation. 
  
B) Contact Mr. Johnson’s other children before a decision was made collectively by 
all of the siblings. The doctor would then allow them to handle it as they wished, 
assuming the decision did not break hospital policy. 
  
C) Allow Dr. Johnson to contact her siblings and inform her father on her own time. 
The doctor would then repeatedly follow up to ensure that Mr. Johnson did receive his 
diagnosis. 
  
D) Allow Dr. Johnson to contact her siblings and make the medical decisions without 
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Appendix Q 
 
Survey Part 1b- Medical Professionals: 
 
Instructions- Rank your agreement with the following statements according to a scale from 0-5, 
with 0 being complete disagreement and 5 being complete agreement.  
 
 
• My medical education (medical school, PA school, etc.) impacted my responses to the 
previous questions. 
  




• My medical experience impacted my responses to the previous questions. 
 
 
• I feel that my experience working in the medical field has adequately prepared me to 
handle veracity related issues. 
  
• There is a lack of trust between medical professionals and their patients in the United 
States today.  
 
Survey Part 2- Medical Professionals: 
 
Instructions- Respond to the following question to the best of your ability, utilizing your 
professional and personal experience up to this point.  
 
When, if ever, is veracity not the most important consideration while treating a patient? 
 
What influences, if any, do you believe have eroded public trust in the American healthcare 
system? 
